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F GO0 INITIAL COMMENTS ! F 000!
H ; 1
During complaint investigation number 25713, '
| 21268, conducted on September 1, 20190, at ;
i Lebanon Health and Rehab, no daﬁcmncles were |
1 cited in relation to the complaint under 42 CFR
i PART 482.13, Requirements far Long Term
i Care.
F 319 483.25(f)(1) TX/SVC FOR F3ig| F319
$8=D: MENTAL/PSYCHOSCCIAL DIFFICULTIES The facility will ensure that residents who
' . displays mental of psychosocial adjustment
| Baged on the co_r_nprehenswe assassment‘of a difficulty receives appropriate freatment and
: resident, the facility must ensure that a resident services 1o correct the assessed problem.
who displays mental or psychosocial adjustment
difficulty receives appropriate treatment and The following corrective actions have been
services to correct the assessed problem. taken:
Resident #11 was evaluated and treated by z
This REQUIREMENT is not met as evidenced psychiatrist whom reduced the resident’s
by: medication regiment on September 1%, 2010,
! Based on medical record review, observation, . L .
! : . o . : . ; Social Service Director assessed the resident on
 and 'n.len.”ew' “.’e facility failed ta provide ! September 1, 2010, The social scrvice director
psy_chlatnc services for one (#11) of fourteen continued to foltow the resident until he
residents reviewed. discharged on Sepiember 8 2010..
. Tha findings included: Residents with the potential to be affected by

| the alleged deficient practice will be identiffed:

Res:dent #11 was admitted to the facility on
August 27, 2010, with diagnoses including , g !
' Suicidal Ideation, Paranoid Schizophrenia, Status and Soctal Services Director complcted a 100%
. Post Cesvical Fusion (surgery of the spine to join chan audit of all active residonts in the facility to
" bwo vertebrae together), and History of ‘identify any rc5|.dcms wholdlsplays menial or
; P . 0 b v Ventiat psychospcla] adjustment dll'ﬁc!.liues had received
- Fneumania requiring being on a ventiator, appropriate treatment and services to correct the
assessed problem. No additional resident were
identified to have displayed mental or 1
psychosocial adjustment difficulties without '
treatment and services to correct the assessed
problem. |

On September 13* 2010, the Director of Nursing

Medlcal record review of the history and physicals |
" dated from June 1-August 27, 2010, revealed the |
" resident had muitiple hospitalizations for
psychiatric services with multiple medication

" changes, surgery, and was on a ventifator due to

" Pneumonia.

TIILE {3} DATE

M 9 hﬁ Wlo

Any deficiency statemant ending with an astarisk {*) denctes a daficiency which tha institution may be axcused from correcting previding it is Jelermmad that
other safeguards provide sufficient prolection to the patlents. {Sea instructions.} Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided, For nursing homes, the above findings and plans of corraction are disclosable 14
days following the date hesa dacumanis are mada availabla to the facility. f deficienciag ara cited, an approved pian of correction i3 requisite to continued

program participation.
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F 319 Continued From page 1 F319] Measares put in place to ensure that the
alleged deficient practices does not recur
; Medical record review of the physician's orders include:
1 from admission on August 27, 2010, to )
1 September 1, 2010, ravealed no orders for The Director of Nurses and the Staff
psychiatric services to evaluate and treat the Development Nussc in-serviced all licensed
! resident. i nurses lolobtam a physicians arder for n
i | psychiatric consult on el) residents that displays
gbsafs\{gﬁo? o:‘OAUQUSJe:::leg?gS- at%:ﬂl?tp.m., ;f [r)r;t;l;t;lzgrlg.sychosoctal adjustment difficulties on
e resident’s room re resident soun
asleep and did not easily arouse when spoken to. The Social Service Director or designee will
review 100% of all new admission charts 10
Obsarvation on August 31, 2010, at 4:00 p.m., in ensure all residents who displays mentat or
the day area near the nurse's desk, revealed the psychosacial adjustment difficulties received
resident sitting up in the wheal chair with the appropriate tredtment and services to correct the
; shoulders slumped, looking at the floor, had a assessed problem five times a week times for fous
| slight body tremor, and the resident responded ::“"S' “""[‘]’1""' “é“‘:’ one "'“"‘;" ';:""""y times
 only when spoken to but took approximately cne ree montis. and then quasterly thereafter.
| inute to respand when asked a question. The Corrective action will be monitored to
! . ensure the alleged deficlent practice will not
Observation on September 1, 2010, at 8:00 a.m., | nih i practic
» of the resident's rogm, revealed the resident
jl sitting up in the bed with the breakfast tray setup The data coilected from the audits will be given
[ anq on the_over the bed table in front of the to the Administrator for teacking and trending to
| resident, with the food untouched, and with the be presented at the Quality Assurance Committec
| resident staring at the wall, meeting. Compliance of this system wilt be
reviewed manthly by the Quality Assurance
) Observation and interview with the residenton ! cammittee consisting of the Medical Director,
 September 1, 2010, at 8:10 a.m,, of the resident's | | Administrator, Dircctor of Nursing, Stal? i'
| room revealed the resident had not changed | i gfc‘;;:,‘;szs:lgcef"I:dc':gg’;;!;{::L?!R'Z‘:;:;ﬁf'cnm
pOSltlgn or gnempted_ to eat the brea"k_l'afst. i Management Director, Phurmacist Consultant,
[ Interview with the resident revaaled "life's not :  Muintenance Supervisor, Social Service Dircctor, -
: worth living” Continued interview revealed the i | Act ivies Director, and Housckeeping Supervisor. |
- resident received medication to help with the sad | i Subsequent pluns of correction will be developed f
: mood and "helped some” and the residenthada | : and implanted as needed, I
tear in the right eye. | i :
' [ | Completion Date: 09/15/2010 i!
Interview on September 1, 2010, at 8:26 a.m., in i j i
. the social sarvices office with the Social Worker | _: :
. (SW) and the Director of Nursing (CON), ] rl {I
Event 10: KNAF1) Facitly ID: TN9502 If cantinuation sheat Paga 2 of 7
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L i
F 319 Continued From page 2 . F 319: ‘I
, confirmed the resident did rot have a physician's ': ; l
order to be evaluated and treated by the ; i
" psychologist. Continued interview revealed the i i
DON would obtain a physician’s order to have the \ !
resident evaluated by the psychologist.
'; Interview on September 1, 2010, at 9:45 a.m., at i
: the nurse’s desk with the SW revealed the SW i
| had just visited with the resident and the SWwas !
i concerned about the medications the resident |.
' received and the resident's alertness duato E
! length of time to respond to questions. Continued ! |
| interview confirmed the resident required i I
| evaluation by the psychologist. '- I
F 356 | 483,30(e) POSTED NURSE STAFFING F 356, F3%6
§8=D INFORMATION o . _
| The facility will post the Direct Care Daily
: - N : v Staffing in an arca easily accessible to the public
‘ “ar!:jea ﬂgc‘;luat:igust post the foflowing information on | to review as required by the State. P
| o Facility name. The following cotrective actions have been

{ o The current date.
| 0 The total number and the actual hours worked
! by the following categories of licensed and
| unlicensed nursing staff directly responsible for
| resident care per shift:
- Registered nursas.
- Licensed practical nurses or licensed
* yocational nurses (as defined under State law).
i - Certified nurse aides.
i 0 Resident cansus.

|
!
|
!
The facility must post the purse staffing data ]
" specified above on a daily basis at the beginning |
' of each shift. Data must be posted as follows: '
a Clear and readable format.

“ 0 In a prominent place readily
* residents and visitors.

]
accessible (o

' The facility must, upon oral of written request,

L

taken:

On Augiist 312 2010 the Direct Care Daily
Staffing was posied at the nurses station where it
is readily accessible to the public.

Measures put in place to ensure that the
alleged deficient practices does not recur
include:

‘I'he Hutman Resource Coardinator and the
weekend nurse in charge was in serviced on

P August 31* 2010 to post the Direct Care Daily
. Staffing daily with the information required hy
the state in a place readily aceessible to the
public.

The Stalf Devclapment Nurse will monitor to
ensure compliance five imes a week for tour ;
weeks, weekly times ane month, muathly times i
three months, and then guartesty thereafter. i

FORM CMS-2587(02-99) Pravious Varsions Obsolate Event ID:KNGF11
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F 356 | Continued From page 3 . . ' F 356i The Corrective action will be monitored to I
i make nurse staffing data available to the public ensure the alleged deficient practice will not |
| for review at a cost not to exceed the community recur; !
standard. _
[he dala collkl:clcd from the audils will be given
The facility must maintain the posted daily nurse L‘:"“ Ad“;:j“‘“::“" for tracking and trending to
staffing data for a minimum of 18 months, or as presented at the Quality Assurence Committee
required by State law, whichever is greater meeting. Compliance of this system wilt be
q y \ g - reviewed monthiy by the Quality Assurance
committes consisting of the Medical Director,
) . . Administrator, Director of Nursing, Staff’
This REQUIREMENT is not met as evidenced Development Coordinator, Medical Records,
, by Diclary Manager, Rehab Manager, Resident Care
Based on observation and interview the facility Management Director, Pharmacist Consultant,
failed to post the Direct Care Daily Staffing in an Muintenance Supervisor, Socia Service Director,
area easily accessible. Act ivies Director, and Hausekeeping Supervisor.
Subs_cqucm plans of correction will be developed
The findings included: and implanted as needed.
Observation on the nursing floar on August 30, Completion Date: 09/03/2010
2010, during initial tour and observation on
August 31, 2010, from 7:10 a.m. through 7:45
a.m., revealed no posting of the Direct Care Daily
Staffing.
Interview with the Staff Development Coordinator
on August 31, 2010, at 7:55 a.m., in the
conference room, confirmed the Direct Care Daily
Staffing was not posted but was keptin 2
notebook at the nurses’ station.
F 431 | 483.60(b), (d), () DRUG RECORDS, F 431
ss=0 ' LABEL/STORE DRUGS & BIOLOGICALS
i The facility must employ or obtain the services of
! a ficensed pharmacist who establishes a systam
- of records of receipt and disposition of all ;
i contralled drugs in sufficient detail to enable an I
Event I0. KNGF 1 Facility 10: Th3502 if continustion shaet Page 4 of 7
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SUMMARY STATEMENT OF DEFICIENCIES i

D PROVIDER'S PLAN OF CORRECTION 1

. accurate reconciliation; and determines that drug
- records are in erder and that an account of all
: contralied drugs is maintained and pericdically

i recongiled.

I
Drugs and biologicals used in the facility must be

 labeled in accordance with currently accepted

i professional principles, and include the
appropriate accessory and cautionary

! instructions, and the explration date when

: applicable.

I

if In accordance with State and Federal laws, the

i facility must store all drugs and biclogicals in

. locked compartments under proper temperature
| controls, and permit only authcrized personnel to
i have access to the keys.

; The facility must provide separately locked,

. permanently afficed compartments for storage of
| controlled drugs listad in Schedule H of the

. Comprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the

* quantity stared is minimal and a missing dose can
be readily detected.

i This REQUIREMENT is not met as evidenced
: by
| Based on observation, review of fagility records,

. and interview, the faciiity failed to maintain a safe |
. lemperature to store medications in one of one |

| medication room.

' The findings included:

X4) 1D (X5}
éng’ﬁx ! {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CCMPLETION
TAG REGULATGRY OR LSC 1DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE Date
i . DEFICIENCY)
T
F 431, Continued From page 4 F 431, Fa31

The facility witl store all drugs and biological in
locked compartments under proper temperature
controls, and permits only authorized personned
1o have eccess o the keys.

The following corrective actions have been
taken:

The Maintenance Supervisor adjusted the
tempersture knob on the refrigerator in the
medication room uniil it reached proper
temperature above 36 degrees on September 1%,
2010.

The Fametine medication was destroyed and
replaced on September 1%, 2010.

Residents with the potential to be affected by
the alfeged deflcient practice will be identiffed:

The Director of Nurses and Staff Development
Nurse did a complete 1009 audit of ail the
medication in the refrigerator that could have
been affected by the temperature on September
1* 2010. No additional medications were
affected by the temperature based on the
suggested temperature by the drug manufacture,

Measures put in place to ensure that the
alleged deficient practices does not recur
include:

The Director of Nurses in-serviced all licensed
nurses on the proper storage of drugs and |

biological in the medication room reltigerator on I
! September 15% 2010,

|
| i
|

FORM CMS5-2587(02-99} Previous Versions Obsolets Evant IO KNEFT1
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i

PROVIDER'3 PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

. Observation on August 31, 2010, at 1:30 p.m., in
. the medication room, with Licensed Praclical

! Nurse (LPN) #1 revealed the temperature in the
| refrigerator was 28 degrees Farenheit,

: [

F 431 Continued From page 5 ' ;
H

I

: Observation on September 1, 2010, at 10:20
“a.m., with LPN #1 in the medication room,

: revealed the temperature in the refrigerator was

| 26 degrees Farenheit. Observation of three vials
 of famotine (pepcid-stomach acid reducer) 10

: milligrams stored in the refrigerator revealed

i "...store between 36-45 degrees Farenhait ...”

i Review of the facility's "Record of Refrigaration

i Temperatures ,..Aug. 2010 ..." revealed on

; August 1,2, 8, 17, 18, 19, 20, 285, 27, 29, 30, 31,

: tha temperature was recorded as 32 degrees
Farenheit. and on August 21, 2010, the

i temperature was recorded as 31 degrees

r Farenheit,

1 Interview on September 1, 2010, at 10:25 a.m.,
| with LPN #1 in the medication room, confirmed
 the temperature in the refrigerator was below the
. required temperature of 36 degrees to store the
| medications,
F 502 ; 483.75(j)(1) PROVIDE/OBTAIN LABORATORY
55=D! SVC-QUALITY/TIMELY

;' The facility must provide or obtain labaratory
, Services 1o meet the needs of its residents. The
- facility is responsible for the quality and timeliness

_ of the services.

, by
. Based on medical record review and interview,

|
! f
: This REQUIREMENT is not met as evidenced |
!
i the facility failed to follow a Physician's order to j

F 502

The chasge nurses on 11-7 will record the
medication room refrigerator daily. The nurses
will notify the Director of Nurses if the
temperature drops below 36 degrees,

|
I
OEFICIENCY) ,.
I

The Staff Development Nurse will monitor to
ensure compliance five times a week For four
weeks, weekly times ane month, monthly times
three months, and then quarterly theresfler,

The Corrective action will be monitored to
ensure the alleged deficient practice wil! not
recur: :

The data collected from Ihe audits will be given

1o the Administrator for tracking and trending to

be presented at the Quality Assurance Committee
meeting. Compliance of this system will be
tevicewed monthly by the Quality Assurance
committee consisting of the Medical Dircctor, '
Administratar, Director of Nussing, Staff
Development Coordinator, Medical Records,
Dictary Manager, Rehab Manager, Resident Care
Management Director, Pharrnacist Consultant,
Maintenance Supervisor, Social Service Director,
Act jvies Director, and Housekeeping Superviser.
Subsequent plans of correction will be developed
and implanted as needed. |

Completion Date: (971 S/ZOIUF !

502

The facility will provide or obinin laboratery
services to meet the needs of its residents. The
facility will ensure the quality and timeliness of
the services.

The folfowing corrective actions have been
taken: i

[

“ORM CMS-2567{02.09) Pravious Versions Obsalela Evant ID:KMEF 11
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F 502 Continued From page 6
_ collect a test specimen for one resident (#9) of
* fourteen residents reviewed.

F 3502} e qest speeimen for Resident #9 was obtained
on August 31% 2010, and sent to the laborstory.

: Resident #9 was discharges on 9/06/2010, '
5 | The findings included:
g Residents with the potential to be affected by

Resldent 49 was admitted to the facility on August the alleged deficient practice will be identified: :

- 10, 2010, with diagnoses including End Stage D ons eptember 3% 2010, the Director of Nurses

: Renal Diseass, Fractured Neck of Femur, Urinary . and the Staff Development Nurse completed a
| Tract Infection, Renai Dialysis Status, and 100% chart audit of all active residents in the -
! Anemia, . facility to identify residents that had physician '
: orders for laboratory services were obtained. No?

- Medical record review of the Admission Orders additions] residents were identified to have
' dated August 10, 2010 revealed "...Recephin Dhysic_iﬂgd orders for |aboralory services

unattaines.

(anhb:otlc) 1gm (gram) v (mtravenous) % (times)
7 days...UTI (urinary tract infection)...

Measures put in place to ensure that the
alleged defictent practices does not recur

Med ical record review of the Medication include:

' Administration Record revealed the resident

i received Racephin 1 gm IV from August 11-17, The Director of Nurses and the Staff

; 2010. Development Coordinator in serviced all Iu:enacd
| . . L I nurses on how to process physician orders for

'l Medical record review of a Physician's Telephone laboratory s..mccs following our policy on
Order dated August 22, 2010, revealed "..DC Scptember 15 2010,

'(duscontmue) Rocephin 1 g (gram) iV...Do UA
- {urinalysis) C & S {culture and sensitivity) in 3
- days (August 25, 2010}.."

I

b The Director of Nurses in serviced the licenses
nurses on how to do a 24-hour chart check
lotlowing our policy an ¥ 1-7 daily on September

: Th
| Interview on August 31, 2010, at 3:10 p.m., with 1572010,
. the Director of Nursing, in the conference room, The Resident Care Management Director wi
' : ztor will
. canfirmed the facility did not follow the Physician’s | review all physician urdci to ensure that all
" order dated August 22, 2010, to collect the i lnboratory orders were processed per company
“urinalysis, culture and sensitivity specimenon | policy. :

" August 25, 2010, and send the test specimen to ‘

the laboratory. T'he Director of Nurses will pript the A&E log,
which is a report of all of the labs obtained in the
facility, to compare with the laboratery books to |
ensure 100% compliance far five times a week i
fur four weeks, weekly for one month, monthly

for three months and quarterly thereafter.

|
1
|
]
!
'
|
1
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i DEFICIENCY)
F 502 Conti
50 | S;Tei:;u::eztrz:ezﬁ::for ane resident (49) of F502{ 1he Corrective action witl be monitored to
: | ensure the alleged defici
! fourteen residents raviewad. ! recur: eged deficient practice willnot
1
| L :
l The findings included: Phe data collected from the audits will be given
| to the Administrator for racking and frending 1o
; Resident #9 was admitted to the facility an August be presented at the Quality Assurance Commities
| 10, 2010, with diagnoses including End Stage meeting. Compliance of this system will be
i Renal Disease, Fractured Neck of Femur, Urinary i"“r'::;“;d monthly by the Quality Assurance
l Tract Infectian, Renal Dialysis Status, an d Audm' g :e congisting of the Mefiu:al Director,
Anemia inistrator, Dinec‘tor of Nursing, Siaft
! - ngt:.Ir‘;pl\r;l‘cm Cooertnaw:'. Medical Records,
; ) L ie anager, Refhab M i
1 Medical record raview of tha Admissian Orders angcmenta[gJircctzr. Phuran:gicsrt' (F:{omn;?:ct?;nsm
i dated August 10, 2010 revealed "...Rocephin Maintenance Supervisor, Social Service Dicector
: (antibiatic) 1 gm (gram) IV {intravenous} X (times) Act jvies Director, and Housekeeping Supervisur..

Subsequent plans of carrection will be developed

| 7 days...UT! (urinary tract infection}...”
and implanted as needed.

!Medical record review of the Medication Comoleti )
| administration Record revealed the resident ompletion Date: 09727/2010

i received Rocephin 1 gm IV from August 11-17,
2010,

L Medical record review of a Physician's Telephonae
Order dated August 22, 2010, revealed ".DC
{discontinua) Rocephin 19 {gram) IV...0o UA

| {urinalysis) C & S (culture and sensilivity) in 3

| days {August 25, 2010)..."

E Interview on August 31, 2010, at 3:10 pm., with

! tne Director of Nursing, in the conference room,
confirmed the facility did not follow the Physician’s
arder dated August 22, 2010, to collect the ! .

* urinalysis, culture and sensitivity specimen on !
August 25, 2010, and send the test specimen to

" the laboratory. :
. |
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